Abstract Latinos are less likely to use mental health services compared to non-Latino whites, but little research has examined the relative contribution of acculturation and attitudes towards healthcare. In the current study, we analyze data from a nationally representative sample of Mexicans, Cubans, Puerto Ricans and non-Latino whites from the 2002-2003 Medical Expenditure Panel Survey (n = 30,234). Findings show different utilization patterns in use of specialty, non-specialty, and any type of mental healthcare across the three Latino subgroups. The predictive efficacy of acculturation variables on ethnic group differences varies by subgroup. Self-reliant attitudes towards healthcare are associated with lower use, but these attitudes do not explain the ethnic gaps in use.
Introduction
Research on racial/ethnic disparities in healthcare access and utilization consistently identifies Latinos as one of the most disadvantaged ethnic groups on key measures such as usual source of care ), help-seeking utilization (Alegría et al. 2007 ), health insurance coverage, receipt of quality care, and mental health service utilization (Medicine 2002; Zuvekas and Fleishman 2008) . Among Latinos with a mental disorder seeking treatment, fewer than 1 in 20 use services from mental health specialists while less than 1 in 10 use services from a general healthcare provider (US Department of Health and Human Services 1999).
As one of the fastest growing ethnic groups in the past decade, Latinos represent a priority population for mental and behavioral health research and intervention (US Department of Health and Human Services 2000) . The US Latino population, however, is not a homogeneous group. It represents diverse ethnic groups including Puerto Ricans, Mexicans, Cubans, Central and South Americans. Additionally, Latinos represent recent immigrants, foreign born and native born Latinos. Yet, little research has examined the relative contribution of self-reliant attitudes and culturally-specific factors in mental health service utilization for Latinos (Ortega and Alegria 2002; Victoria and Thomas 2006) . We know of no study that has investigated the effect of self-reliant attitudes in explaining ethnic gaps in service use, particularly between non-Latino whites (henceforth, whites) and Latino subgroups.
In this paper, we contribute to the literature on mental healthcare services and ethnic disparities in three ways. First, we consider the heterogeneity of the Latino population and provide estimates for three largest US Latino subgroups, rather than using a broad category ''Latino.'' We use nationally representative data, allowing for broad generalizations regarding mental health service use for Mexicans, Cubans and Puerto Ricans (the three largest US Latino groups). Second, we evaluate the role of two explanations for differential mental healthcare utilization for Latinos: medical self-reliance and acculturation. We define medical self-reliance as a preference to solve health problems on one's own and acculturation as English language acquisition and time lived in the US.
Mental Healthcare Service Utilization and Ethnicity
National figures show that Latinos are more likely to rely on primary care providers and are less likely to seek care from a mental health specialist compared to non-Hispanic whites (Medicine 2002) ; however, differences among Latinos also exist. Research consistently demonstrates that among Latinos, Mexicans are least likely to see a mental health specialist. The pattern of Mexicans' lower use may result from differences in mental health status between Mexicans compared to other Latinos or in differences in access barriers between Mexicans compared to other Latinos (Torres Stone et al. 2004 ; US Department of Health and Human Services 2001). For example, Puerto Ricans have significantly higher rates of serious mental illness, mental disorders symptoms, self-reported unmet needs, and higher rates of utilization compared to Mexicans (Harris et al. 2005) . These findings suggest that controlling for mental health status is important in explaining ethnic differences in utilization. Thus the difference in use would be explained by a greater need for them and not discrimination, lack of services, or cultural specific barriers (e.g., language, healthcare beliefs). Other possible explanations for differences in use include health insurance coverage, foreign born status and linguistic barriers among Latinos. Foreign-born Latinos may face difficulty locating providers who speak or understand Spanish and who are familiar with Latino experiences and attitudes. Moreover, some Latino subgroups, Mexicans in particular, may not seek treatment because of their foreign-born status (i.e., non-US citizen) or legal status. This may not be an issue for all Latino subgroups, as people born in Puerto Rico are US citizens by virtue of the US Congress law passed in 1917 in contrast to Mexicans and Cubans born outside of the US. Another factor, not yet fully explored, that may explain these patterns among Latinos are self-reliant attitudes regarding how to handle medical problems. We know of no study that has investigated the effect of self-reliant attitudes in explaining differences among US Latino subgroups and non-Latino whites.
Medical Self Reliance
Previous research has found that self-reliant attitudes are associated with lower use of specialty mental health services (Ortega and Alegria 2002; Morgan et al. 2007) . People who prefer to solve health problems on their own are less likely to use formal medical care. The negative relationship of self-reliant attitudes and help-seeking behavior has been portrayed as a byproduct of cultural values or preferences. For example, rural communities have been described as having cultures of self-reliance, and these attitudes are associated with underutilizing mental health services (Fuller et al. 2000; Willging et al. 2006 ). Ortega and Alegria (2002) found that for a community sample of Puerto Ricans living in low income areas on the island of Puerto Rico, self reliance was negatively associated with use of mental health services. Although not linked to service use, other researchers have found an increased prevalence of self-reliant attitudes among African Americans compared to whites (Chapman and Mullis 2000) .
Acculturation
Indicators of acculturation (e.g., English language proficiency, immigrations status, length of time in US) and type of health insurance influence how ethnic groups utilize mental and general healthcare services (Fiscella et al. 2002; Wells et al. 1987; Vega et al. 2001; Sentell et al. 2007 ). Latinos in particular have lower rates of service use because of limited English language proficiency, foreign born status and fewer years in the US In one study, Spanish-speaking Latinos were significantly less likely than their non-Latino counterparts to have had a physician visit, mental health visit, mammogram, or influenza vaccination even after adjusting for predisposing, need and enabling factors (Fiscella et al. 2002) . Among Latinos, Spanish-only speakers with poor mental health had much lower odds of receiving needed services compared to English-only Latino speakers (Sentell et al. 2007 ). In another study, researchers found that clients with limited English proficiency were significantly less likely than their English speaking counterparts to first access the mental health system through outpatient services (Folsom et al. 2007) .
In addition to English language proficiency, the likelihood of using mental health services varies by foreign born status and years residing in the United States. One study found that foreign born Latinos with a diagnosable mental disorder such as depression were less likely to use specialty mental health services compared to US born Latinos (Vega et al. 2001) . Another study found that Latinos who resided in the United States for less than 10 years had significantly lower service use rates than those who had resided in the US for 21 years or more (Alegría et al. 2007 ).
Control Variables
Service use is also associated with several other characteristics, which we include in our models as control variables. Access to health insurance could facilitate the use of mental healthcare services, and Latinos are the least likely to be insured of all ethnic groups. Marital status, employment status and type of health insurance (e.g., public vs. private) may also be related to subgroup differences in service utilization (Rutledge and McLaughlin 2008) . A study of 9,600 adults who participated in the Community Tracking Study found that financial or health system barriers were associated with lower utilization for minorities with poor mental health. Forty percent of depressed minorities compared to 12% of whites reported workplace and financial barriers to receiving mental health treatment (Ojeda and McGuire 2006) . Minorities were also more likely to report embarrassment (e.g., stigma) as a barrier to seeking care compared to whites (Ojeda and McGuire 2006) . The findings for age are mixed. For instance, some researchers find that younger Latino adults are more likely to utilize specialty mental health services (Rutledge and McLaughlin 2008) while others find that older adults are more likely to utilize specialty mental health services (Ojeda and McGuire 2006) . Consistent with gender disparities among whites, Latinas are more likely than their male counterparts to use mental health specialists (Vega et al. 2001 ).
Research Hypotheses
Building on previous research, we address three hypotheses relating to Latinos' use of mental healthcare. First, we hypothesize that Latino subgroups will differ in their likelihood of use, with Mexicans having the lowest prevalence of mental health care use and Puerto Ricans having the highest prevalence of use. Second, we hypothesize that self-reliant attitudes about medical care will explain the gap in service use for Mexicans, Puerto Ricans, and Cubans compared to whites. Finally, we hypothesize that English language proficiency and nativity will explain the gap in service use for Mexicans and Cubans, but will be less important for Puerto Ricans.
Methods

Analytic Strategy
In order to answer our research hypotheses, we conducted a series of logistic regression models. In all of these models, the Latino subgroups are separated, each having a separate coefficient for Mexicans, Cubans, and Puerto Ricans. The coefficients for Mexican, Cuban, and Puerto Rican represent the degree of difference on the outcome measure compared to non-Latino whites. In our first model, we establish whether or not differences exist in service use for Mexicans, Cubans, and Puerto Ricans compared to nonLatino whites. We accomplished this by estimating a logistic regression model with only the variables for ethnic subgroup included. Second, we estimate a model with medical self-reliance to determine whether self-reliant attitudes account for any differences. Third, we add acculturation measures to Model 3. Finally, we examine these relationships in the full model controlling for a set of possible confounding variables. We estimate these 4 models for three utilization outcomes: any mental healthcare use, specialist mental health care use, and non-specialist mental health care use.
Data and Sample
Data on individuals' use of mental healthcare services and individual characteristics come from the Medical Expenditure Panel Surveys (MEPS), sponsored by the Agency for Healthcare Research and Quality. MEPS is a series of surveys based on clustered and stratified samples of households that provide nationally representative estimates of healthcare use, expenditures, and insurance coverage for the US non-institutionalized population. The survey also contains a rich set of data on social and demographic characteristics of that population.
In order to increase our Latino sample size, our study includes cross-sectional data from 2 years of the MEPS. We pool cross-sectional data from 2002 to 2003 which provides a large enough sample to focus our investigation on differences in utilization among Latino adults of Mexican, Cuban, and Puerto Rican origin and whites. Our estimates reflect average annual health status and mental healthcare use during 2002-2003. We use data from two sections of the MEPS survey: the household core and the self-administered questionnaire (SAQ). The household core survey is conducted by personal interview. The paper-and-pencil SAQ is given to respondents over 18 and includes questions about attitudes towards healthcare, including self-reliance. Self-reported mental health and health attitudes are subjective variables that we assume are best measured by individuals and not by other members of the household. Consequently, we did not include 3,707 proxy interviews in our sample. Our analysis is restricted to adults aged 18 and older, yielding a sample size of 30,234. The final sample includes 5,959 Mexicans, 340 Cubans, 623 Puerto Ricans and 23,312 whites.
Variables and Measures
Service utilization for mental health problems is captured with three measures: any type of care for mental health problems, mental health specialist care, and mental healthcare provided by a non-specialist in the past year.
Any mental healthcare use is a coded ''1'' if the respondent used any type of mental healthcare and ''0'' if otherwise. Specialty care is a dichotomous measure where ''1'' means the person visited a psychiatrist, psychologist, or social worker for treatment otherwise the variable is coded ''0.'' Non-specialty care is coded ''1'' if the respondent had a mental health diagnosis or mental health problem but sought care from any type of non-mental health specialist.
We measure ethnicity with three dichotomous variables, one identifying individuals who are of Mexican origin, one identifying individuals who are Cuban, and one identifying Puerto Ricans. In all regression models non-Latino whites are the reference group. We measure English language proficiency using a dichotomous variable indicating whether the MEPS-SAQ survey was completed in Spanish. Immigrant status is measured with a set of dummy variables representing the amount of time the respondent has lived in the United States (less than 5, 5-9, 10-14, 15? years) where US born respondents are the reference group. Self-reliant attitudes are captured with a single-item measure. Respondents indicated their level of agreement with the statement ''I can overcome illness without help from a medically trained person.'' A likert response scale was coded ''1'' for Strongly disagree, ''2'' Disagree, ''3'' Neutral, ''4'' Agree and ''5'' Strongly Agree. Higher values indicate stronger attitudes of medical self-reliance. We control for general factors including mental health status, health insurance coverage and socio-demographic characteristics. We capture health insurance coverage using two dichotomous variables that indicate whether individuals had private insurance coverage any time during the year or public health insurance during the year (but never private health insurance) with the uninsured all year as the reference group. Household income is captured using a series of dichotomous variables indicating whether individuals have household incomes below 125% of the federal poverty line (reference group), between 125 and 200% of the federal poverty, between 200 and 400% of the federal poverty line, and over 400% of the federal poverty line. Educational attainment is measured by five dichotomous variables indicating whether an individual has no high school degree (reference group) or GED, a high school degree only, a college degree, or a graduate or professional degree.
We measure self-rated mental health status with dichotomous variables indicating whether individuals rate their mental health as excellent, very good, good, fair, or poor (reference group). Finally, we control for other demographic characteristics, namely, gender (women coded as ''1'' men as ''0''), age in years, being married, being employed, living in a non-metro area, and region of residence.
Results
Descriptive Findings
In Table 1 we report descriptive information for each outcome measure by ethnic sub-group. Among non-Latino adults, 9.3% reported using any type of service use for a mental health problem. All Latino groups had lower levels of use compared to whites, with Mexicans reporting the lowest use 4.5% and Puerto Ricans reporting the highest use 8.3% (not statistically significantly different from whites). Roughly 5% of whites and Puerto Ricans saw specialists, while Mexicans 1.8% and Cubans 3.0% reported lower percentages. Mental healthcare provided by non-specialists was more common for whites 6.4% and Puerto Ricans 5.4% compared to Mexicans 3.2% and Cubans 3.0%. These descriptive findings highlight subgroup differences for Latinos, while displaying the expected pattern of differences for Cubans and Mexicans. Mexicans report the lowest use of mental health services, regardless of type of mental health service. Cubans are intermediate, and report higher levels than Mexicans for any use and specialist use. The pattern for Puerto Ricans is more similar to whites than it is to other Latinos. We discuss the baseline and final models for each outcome measure to assess whether Latino subgroups differ. Our descriptive analysis confirmed that Mexicans are disadvantaged on all utilization measures and have lower use compared to whites and Puerto Ricans. Cubans were less likely to use specialist and non-specialist care, but these differences were explained by acculturation predictors. Table 2 displays our regression models predicting the odd of using any type of mental healthcare service. In model 1, Mexicans are 53% less likely and Cubans are 44% less likely than whites to use any mental healthcare service, but Puerto Ricans are not statistically significantly different from whites.
When the outcome is specialty mental healthcare use, we find a different pattern (Table 3) . Cubans exhibit a pattern of lower use in Models 1, 2 and 3 although these differences are not statistically significant in the first and third models. Puerto Ricans are not statistically significantly different from whites in using specialty care (note that we have few Cubans and Puerto Ricans using specialty care, and estimates for these groups are subject to greater sampling fluctuations). Mexicans continue to have lower use compared to whites (OR = .355) in all four models. Mexicans are less likely to use specialty mental healthcare compared to non-Latino whites, and the difference is not completely accounted for in our models.
Hypothesis 2 Self-reliant attitudes about medical care will explain the gap in service use for Mexicans, Puerto Ricans, and Cubans.
It is possible that Latinos lower use patterns reflect underlying cultural attitudes towards health and healthcare. Prior studies suggest self-reliant attitudes may be related to lower use of healthcare. To test this hypothesis, in our second model, we control for self-reliant attitudes towards solving health problems. The pattern across each outcome is consistent although self reliant attitudes did not explain the gap in service use for Mexicans, Puerto Ricans, and Cubans (hypothesis #2). Medical self-reliance was a significant predictor of utilization. The models in Table 2 show that people with more self-reliant attitudes were less likely to use any mental healthcare. The coefficient for selfreliant attitudes is statistically significant and robust in light of a comprehensive set of controls included for each outcome. The difference ranged from 20% in model 1 to 15% in model 4. For each additional level of agreement with the statement of preferring to solve medical problems on their own, respondents' odds of seeking mental healthcare were 15% lower, controlling for ethnicity, acculturation measures and control variables in our final model. The coefficients for self-reliant attitudes predicting specialty care in Table 3 show a similar pattern. The association is not explained by any of our control variables, although it is reduced to a 19% difference in Model 4 (Table 3 ). In Table 4 , a similar pattern is observed, with self-reliant attitudes exhibiting an association with lower odds of use. For all three outcomes, self-reliant attitudes were associated with less use of mental healthcare. We cannot, however, confirm the hypothesis that ethnicity-based differences are explained by self-reliant attitudes. Self-reliance did not account any of the ethnic gaps completely, and substantial gaps remain in the final models for Mexicans and Puerto Ricans in particular. It is clear that self-reliant attitudes are predictive of mental healthcare use, but they do not account for the lower usage patterns for Latino subgroups. We tested for interactions between ethnicity and self-reliance, but did not find any significant interactions (models available upon request).
Hypothesis 3 English language proficiency and time in the U.S. will explain the gap in service use for Mexicans and Cubans, but not for Puerto Ricans.
In order to test our next hypotheses, we include Spanish language interview and time in the US to model 3 for each outcome variable. For our first outcome, any mental healthcare use, the coefficients in Model 3 (Table 2) show that Cubans' lower odds of service use are indeed accounted for by Spanish language interview and time in the US. In contrast, we find that the difference for Mexicans compared to whites is reduced to 34% but remains statistically significant. We predicted that these factors would not impact Puerto Ricans' lower use, but we found that the difference between Puerto Ricans and whites is not significant in the initial model. Unexpectedly, the Puerto Rican difference is larger in the full model (Model 4) with all of the control variables.
In Table 3 we present the logistic regression model coefficients predicting specialty health care utilization. Mexicans are less likely than whites to use any type of mental healthcare service, and these differences are only partially explained in our models. Including Spanish language interview and time in the US reduced the odds ratio from .350 to .534, but the difference remained. For Cubans, we found that the inclusion of Spanish language interview and time in the US in model 3 reduced the difference coefficient from 50% (OR = .498) to 16% (OR = .836) but not significantly different. For Puerto Ricans, we found than the difference coefficient was not initially statistically significant. Finally, in Table 4 we present the same set of models predicting non-specialty mental health utilization. We find a similar pattern. Spanish language interview and time in the US partially account for Mexican's lower use and they fully account for Cuban's lower use (gap coefficient is not statistically significant in Model 3). We find that Puerto Ricans are not statistically significantly different from whites. For all three outcomes, we find that respondents who took the interview in Spanish were less likely to see a mental healthcare provider. For each outcome, more recent immigrants were less likely to seek mental healthcare, while immigrants of 15 years or longer were not statistically significantly different from US born respondents. We expected that language barriers and time in the US would be important in explaining differences among Latino subgroups. We found that interview language and time in the US did reduce the differences in the odds of using mental healthcare services for Mexicans and Cubans compared to whites. For any mental healthcare use, specialty and non-specialty use, controlling for language and length of time in the US reduced the Cuban-white difference to non-significance. These variables partially explain the Mexican-white difference, but do not fully account for Mexicans' lower use. In all of the baseline models, Puerto Ricans were not significantly different from whites. However, after including control variables the gap between Puerto Ricans and whites widens and is statistically significant for any type of service use measure. The suppression effect (Babbie 2007) for Puerto Ricans was an unexpected finding. Although we expected Puerto Ricans to have better healthcare access relative to other Latino subgroups, we did not expect them to be so similar to whites. A difference emerges for Puerto Ricans after the inclusion of an extensive and complex set of independent variables. A larger ethnic gap is evident across all three outcome measures, but only attains statistical significance in the any use model. In order to further explore the influence of our control variables on ethnic differences, we examined each predictor in separate models with the ethnicity measures (analysis available upon request). We did not find any evidence of a single variable driving the suppression effect for Puerto Ricans. Of the control variables, the inclusion of income had the biggest effect on the Puerto Rican coefficient, although the change was small compared to the full model. We were unable to determine a single source for the suppression effect. Of the control variables, the strongest predictors of service use were self-reported mental health, gender, insurance status, and education. Individuals with better self-reported mental health were less likely to use services. Women were more likely than men to seek care for a mental health problem. Individuals with public insurance were more than twice as likely (odds = 2.196, Table 2 , Model 4) as the uninsured to seek care for mental health problems. Insurance coverage had a similar association with specialty mental healthcare use. Compared to high school dropouts, high school graduates and college graduates were more likely to utilize mental healthcare. Professional graduates were more than 2 and a half times as likely (odds = 2.545, Table 2 , Model 4) to use any type of mental health service compared to high school dropouts. The education effect is larger for seeking specialty mental healthcare. Professional graduates are about 5 times as likely (odds = 5.075, Table 3 , Model 4) to use specialists, compared to those with less than a high school degree.
Discussion and Conclusion
Confirming previous research, we find evidence that Latino subgroups differ in their likelihood of using any mental health, specialty, and non-specialty mental health services. Mexicans and Cubans are less likely than whites to use any mental health service. Mexicans are less likely than whites to use non-specialty and any mental healthcare services. The Cuban-white gap is partially explained by acculturation factors. For Puerto Ricans, however, the patterns are more complex. Puerto Ricans are significantly less likely than whites to use care, but the difference is suppressed in our initial models. Given similar socioeconomic status, marital status, health insurance and gender compared to whites, Puerto Ricans are less likely to use any mental health service.
Our measures of acculturation were associated with service use and accounted for some of the difference between Mexicans and whites and all of the difference between Cubans and whites. As expected we found that English language proficiency, as measured by interview language, was associated with lower use for the any type and specialist outcomes. Taking the interview in Spanish was associated with lower odds of both specialist use and the combined any type of care measures. The trend for a lower level of use for Spanish interview respondents was also observed for non-specialist care (see Table 4 ) but was not statistically significant. This is important because lack of interpreter services or culturally linguistic appropriate health care materials are also associated with patient dissatisfaction, poor comprehension and compliance and ineffective or lower quality of care (Perez-Stable et al. 1997; Carrasquillo et al. 1999) .
It is probable that these widely used measures do not capture all of the dimensions of social integration and acculturation. We do not have a direct measure of English language proficiency. We do not able to measure social networks or other structural aspects of acculturation. Moreover, other aspects of cultural assimilation such as friendship networks and intermarriage are not available (Gordon 1964) . These factors are likely to play a role in help-seeking behavior.
We found that Latino subgroups differ in their overall levels of mental health service use, and in how predictor variables explain the Latino/white gaps in use. For example, our findings indicate that Cubans were as likely as whites to use a non-specialist mental health care provider after controlling for language and years in the United States. Puerto Ricans were more likely to use mental health services compared to other Latinos (Alegría et al. 2007 ). This is not surprising given Puerto Ricans' higher rates of mental health disorders compared to other Latino subgroups. Cubans did not differ from whites for specialty use, although they had lower odds of non-specialty and combined healthcare use. Given their high concentration in coethnic communities particularly in the southeast, Cubans may have better access to Spanish-speaking mental health specialist (Wilson and Portes 1980) . Of all the Latino subgroups, Mexicans faced the lowest odds of using any type of mental healthcare. English language proficiency and time in the US partially explain Mexicans' lower use relative to whites. However, acculturation measures do not fully capture the reasons for disparities. In our final models we controlled for a host of other factors to explain Mexicans lower use. Mexicans are disadvantaged in ways that are not captured by our models.
Our findings are subject to several limitations. First, we do not have measures of the perception of mental healthcare. Our study lacks attitudinal measures of self-reliance that specify mental healthcare. We assume that medical self-reliance is a general orientation to medical care, and our findings indicate that self-reliant attitudes are associated with lower use. Moreover, there may be different dimensions of self-reliance that we are missing because we rely on a single-item attitudinal measure. It is possible a more refined measure of self-reliant attitudes would show a different association with service utilization. We find a robust association of self-reliant attitudes and help-seeking for mental health problems. However, self-reliant attitudes did not differ between Latinos and whites, nor did the effect differ across ethnic subgroups. We conclude that future research should investigate attitudes towards health care as explanations for help-seeking behavior.
Predicting service utilization for mental health problems is complex and the help-seeking process is not the same for each of the Latino subgroups in our study. Future research must assess the process of mental health service utilization for various groups. How does immigration status impact perceptions of mental health services? Are culturallyresponsive services and treatment more effective in recruiting and retaining Latino clients? Although scant there is a growing literature that supports that culturally responsive services are more effective (Miranda et al. 2003) . Is political status associated with distrust of healthcare institutions? How do cultural values and beliefs (beyond language use) influence the use of formal or informal alternative methods of mental health services (e.g., promotores, espiritista, botannicals, and natural healers)?
How does local community context play a role for mental health care access and utilization for Latino subgroups? The disparity patterns we find could be explained by other community-level factors such as the proportion of long-term co-ethnic immigrants. We do not have community level data to address the concentration of Latino subgroups across geographic areas, or to test for interactions between individual ethnicity and the Latino ethnic subgroup mix. Future research should investigate the role of ethnic concentration and ethnic enclaves in facilitating mental health care use among Latino subgroups.
Although Latino subgroups may share a common language, their diverse demographic and sociopolitical relationships create unique pathways to mental health service utilization. In the United States eligibility for public health insurance is linked to political and social relationships that are different for each ethnic subgroup. For example, Puerto Ricans are US citizens and do not face citizenship barriers to obtaining public health insurance. Cubans who arrived in the United States with official refugee status are eligible for public health insurance and other refugee assistance programs for a limited time (US Department of Health and Human Services 2001). In contrast, Mexicans face hurdles to obtaining citizenship and some are labor migrants in low-wage industries thus limiting access tor public funded mental health services or private care (Portes et al. 1992) .
Ethnic disparities in mental healthcare utilization are widely documented, but little research has examined the relative contribution of culturally-specific factors and selfreliant attitudes to the Latino disadvantage in mental health service utilization. When researchers have examined the effects of acculturation and self-reliant attitudes on service use, the studies have focused on single community samples or one Latino subgroup. Our study extends previous research by investigating disparities in mental health service use for a nationality representative sample of Latinos of Mexican, Puerto Rican and Cuban origin and clearly underscores the complexity in understanding mental health services among Latinos.
